Background: The anterior abdominal wall is an important complex composite structure that poses a challenge to the reconstructive surgeon. Defects produced from infection, herniation, tumour extirpation or trauma, are often encountered. Different techniques of reconstruction have been described using autologous tissues and prosthetic material with varying results, availability and cost implications. The use of totally autologous tissues presents a readily available reconstructive option that has been shown to be associated with a satisfactory outcome and low morbidity. In this report, we describe the use of autologous tissues for the reconstruction of a major abdominal wall defect. Method: This communication describes our experience of the use of purely autologous tissues for a full thickness anterior abdominal wall defect, presented as a case report. Result: The initial result that was obtained confirms that this is a useful technique with a satisfactory outcome with minimal morbidity. Conclusion: Utilizing purely autologous tissues, avoids most of the complications of the other techniques, is readily available, relatively cost-effective (especially advantageous in the developing country) and is less technically demanding.
Introduction
The anterior abdominal wall is a complex fascio-muscular structure, defects of which may be congenital or acquired. Various procedures exist to reconstruct these defects with varying results, availability and cost. In this report, we describe the use of autologous tissues for the reconstruction of a major abdominal wall defect.
Case report
A 40-year-old male Nigerian presented to the Division of Plastic Surgery, University College Hospital, Ibadan, with an 18-year history of a recurrent anterior abdominal swelling. Examination revealed an extensive 24 x 30cm periumbilical mass and an inferior 10 x 10cm extension with the scar of the previous excision in between, figure 1. The mass appeared to arise from the tissues of the anterior abdominal wall. A biopsy had revealed a dermatofibrosarcoma protuberans. He underwent wide local excision with a 3 cm margin including muscle and fascia leaving a full thickness defect. The greater omentum was brought out on the left gastro-epiploic vessels. A 25 x 15cm sheet of fascia lata was harvested from the right thigh and secured to the musculo-aponeurotic layer at the edge of the defect with non-absorbable sutures, figure 2. A window was deliberately left to accommodate the vascular pedicle of the omental flap to prevent strangulation, figure 2. This was recognized, at the time, as a potential weak point. The omental flap was laid on the fascia lata graft and its edges were sutured to the surrounding subcutaneous fat layer. A split thickness skin graft was harvested from the contralateral thigh and sutured to the surrounding skin over the omental flap to provide skin cover. The skin graft was fenestrated and secured with nonadherent dressings and a sponge. The fascia lata donor site was closed over a drain. The patient had an uneventful post-operative course and did not require intensive care unit admission. There was a 100% skin graft take at 5 days. Figure 3 shows the postoperative appearance after a few weeks.
The fascia lata provided the fascial layer for strength and the omental flap provided a vascular bed for skin cover. There was no donor site (fascia lata or skin graft) morbidity. The histology of the excised specimen, surprisingly, came back as a malignant peripheral nerve sheath tumour. Unfortunately, he developed a hernia after three months of follow up, figure 4. However, there was no evidence of local or regional recurrence of the tumour.
At exploration, the intraperitoneal contents were found to be herniating through the defect in the fascia lata that also transmitted the vascular pedicle of the omental flap. The omental flap was deemed to be independent of its pedicle by clamping the latter, which was then divided. Closure of this secondary fascial defect was effected with more fascia lata, repairing the hernia. He was lost to follow up subsequently but returned with metastatic disease which resulted in mortality.
Discussion
Resection of an abdominal wall tumor often leads to a full thickness defect. Composite reconstruction is usually required, with combination of autologous tissues and synthetic materials. The current techniques of reconstruction all have their drawbacks: the transferring of a flap, such as a free or pedicled tensor fasciae latae flap, creates a donor site with potential morbidities and is also time-consuming and reserved for the very complex situation. 1 Components separation and its modifications 2,3 have similar disadvantages. Non-absorbable synthetic meshes, such as Prolene and Marlex, are intolerant to infection and sometimes results in an excessive foreign body reaction. Prosthetic material use is contra-indicated in the contaminated operative field in which case reconstruction with autologous tissue is preferred. 1 Bioprosthetic materials, such as human acellular dermal matrix (AlloDerm), have been combined with large thigh flaps to reconstruct complex abdominal defects which have irradiated fields and potential contamination with relatively minor complications. 4 Hamilton first described autologous fascia lata for abdominal wall reconstruction in 1956. 5 However, it was largely abandoned until Disa et al. in 1998 6 re-applied it and reported a hernia rate of 9%. One major advantage of fascia lata is that it does not have to be removed in cases of wound infection or wound breakdown with graft exposure. Drawbacks, however, are that they exist in a limited supply and can result in donor site morbidities such as seroma. The patient's fascia lata donor site did not have any complication.
Greater omentum provides well vascularised tissue for wound coverage. It has strong resistance against infection and is very malleable. It is approximately 25 x 35cm and has a capacity for further lengthening. 7 The omentum has been used as an interposition flap for abdominal wall reconstruction with fascia lata 8 and prosthetic material. 9, 10 It also provides a vascular bed for a skin graft.
The only morbidity in this case was the hernia after three months. This was found to be due to transmitted intra-peritoneal contents via the fascia lata window that served as exit for the omental pedicle. The "exit hernia" rate for pedicled omental flaps has been documented as 10% in the literature. 11 To base the omental flap on the right gastroepiploic vessels instead of those on the left may have prevented this complication. The presence of the liver on the right side may have prevented the herniation. 12 Tunneling the omental flap subcutaneously to the recipient site through an adjacent but separate opening through muscle may also have prevented the herniation. This has been described with a muscle splitting dissection lateral to the semilunar line, bringing out the omental pedicle in an oblique direction. 12 Utilizing purely autologous tissues, as we did, avoids most of the complications of the other techniques. It is readily available, is relatively cost-effective, especially advantageous in the developing country, and is less technically demanding. This case report further reinforces the fact that this technique is robust and reliable.
